1. INTRODUCTION Existence of sex differentials with respect to disease in human populations is a matter which deserves investigation both from a practical and from a theoretical viewpoint. At the operational level, their interest scarcely calls for comment; but the biological significance we attach to them is an issue we are prone to dismiss too lightly by undue reLiance on experience of laboratory stocks. In one way or another, most human societies are polarized with respect to the prevailing pattern of occupation in which one or other sex is engaged. Hence statistical regularities characteristic of the sex difference may well arise in virtue of hazards peculiar to different occupations in contradistinction to agencies ultimately traceable to the X-chromosome complement.
If a wholly decisive test for discrimination between these possibilities or for evaluation of their relative importance in a given situation is not available, there is at least one framework of comparison relevant to a balanced judgnent. On the whole, single females, if adult, have gainful employment outside the home, as do the majority of men. To this extent, we are entitled to expect that sex differences, ifattributable to differential occupational risk, will be less obtrusive if we restrict our comparison to unmarried women. This does not mean that a sex differential attributable wholly or largely to circumstances unconnected with constitutional *differences will disappear if we confine our comparison to men as a whole and to single women only. We must, not disregard the fact that single women and men, if gainfully employed, dominate different trades and professions. For instance, men dominate the heavy industries and single women predominate in domestic and cognate services, including the care of children and the sick.
It is none the less broadly true that the daily regime of the single woman conforms more to that of the male than does that of the married woman. In so far as the morbidity experience of the single woman conforms more to the male pattern we ha,ve therefore good grounds for assuming that differences which distinguish women as a whole are appreciably attributable to occupational status. The converse is not true, inasmuch as a difference which distinguishes the sexes may be associated with an occupational hazard almost or wholly restricted to males.
Needless to say any comparison undertaken with this end in view is liable to lead us grossly astray if we do not pay attention to the differential incidence of disease with respect to age. Accordingly, comparisons of the mortality experience of men with that of women, or of single women with that of married women should take within their scope a breakdown with regard to age of the relevant populations at risk. This 4. Adult males have a lower mortality from diseases of the thyroid and parathyroid, from diabetes, and from pernicious anaemia. Unfortunately available public statistics do not contain data with respect to the contribution of each specific disease to the first group total.
5. Young males under the age of 15 years had a lower mortality from whooping-cough. Mortality rates with respect to respiratory tuberculosis (Table V and Fig. 2 ) display the faar picture of an excess of female to male deaths m early adult life and an excess of male to female deaths in middle age and later life. The peak mortality among older men is probably associated with increased risk due to industrial hazards, as a result either of years of work in " dusty "'industries, or of increasing strain endured by older men in heavy industry. Rich (1946) DEPARTMENT, 1921 -1923 TO 1941 -1943 Average of annual death rates per 100,000* -Ratio male to female rate Cause of death White males White females 1921-1931-1941-1921-1931-1941-1921-1931-1941-1923 1933 1943 1923 1933 1943 1923 1933 1943 Ulcer of the stomach .. 4-9 6-5 6-7 19 1-5 0 9 2-6 4-3 7-4 Ulcer of the duodenum .. We are led to one of two conclusions: (a) that circumstances attendant on marriage as such, in contradistinction to procreation, exert some influence on cancer of the breast and of the uterus; (b) that some obscure form of selection favours nuptiality among persons less 'prone to malignant disease at one site and more prone to malignant disease at the other. Separation of cancers of the uterus into those affecting the cervix and those affecting the body of the uterus might be revealing; but such a separation is not possible from available published figures.
Waterhouse (1948)* gives figures of the proportions of parous and nulliparous women treated for cancer of the cervix and for cancer of the body of the uterus in the Birmingham United Hospital (B.U.H.). Among those treated for cancer of the cervix the average number of children was 3-8, which is significantly different from the corresponding mean of 2 0 for the body of the uterus. In the following , 1930-1932 1928-1930 1930-1942 1929-1931 1929-1933 1939-1943 Age resistance in so far as the latter can be affected by environmental circumstances such as inadequate nutrition or long hours of work. Fatality per se may be influenced by the virulence of an infecting organism or by the degree of resistance of the host. For reasons given in the preceding paragraph, differential fatality will be associated mainly with variations with respect to resistance offered to infecting organisms by different groups of people. Whooping-cough, tuberculosis, acute nephritis, pneumonia, and bronchitis are noteworthy among infectious diseases responsible for differential mortality between the two sexes. Of these diseases, the last three are consistently higher among males, as is tuberculosis of bones and joints in all but the oldest age groups. Whooping-cough on the other hand, causes a consistently lower mortality among male children (Fig. 3) . Of all males and females, those under the age of fifteen are most likely to share the same risk of exposure to infection, since they are both going to school, often to the same school. We therefore have reason to suspect that girls have a lower resistance to B. pertussis than do boys.
It is of interest that pneumonia, bronchitis, and tuberculosis of bones and joints, all of which cause a higher mortality among males, do so also among single women. They also cause a higher mortality in Social Class V than in Social Class I. A., 1929-1931 Age groups Disease 0-4 5-9 10-14 15-19 20-24 25-34 35-44 45-54 55-64 65-69 70- E. CANADA, 1929 -1933 F. CANADA, 1939 -1943 Age groups AND WALES, 1930 -1932 either on exposure to infection or on the ability of the individual to resist invading organisms; but so little is known of the influence of environment on an individual's resistance to disease that it would be dangerous to speculate on the basis of such inconclusive data. A knowledge of the contributions of morbidity and fatality to the mortality differentials of these groups would undoubtedly throw some light on their causation.
Whereas variations in exposure to and in individual resistance to infection provide a fairly clear-cut explanation of mortality differentials with respect to diseases due to infection, we have no such basis of scientific knowledge on which to build theories about the cause of mortality differentials with respect to other diseases. We may postulate that differences of temperament as well as ofenvironment play a part not only in the course of a disease but also in its causation. The susceptibility of London bus drivers to peptic ulcers is well known. Unfortunately, we have no means of telling how far this is due to circumstances other than an occupation at present peculiar to the male sex, until the London Passenger Transport Board begin to employ women drivers. A sufficient body of information exists to convince us that the incidence of peptic ulceration as well as mortality from it is two or three times higher among men than among women. If certain occupations do predispose to peptic ulcers, marriage appears to be one of the least hazardous in this respect; and inasmuch as it carries with it no great risk of unemployment and does not demand adherence to a rigid time-schedule, this may well be so.
On the other hand, marriage does appear to predispose to diabetes and Table XI provides some evidence that the high mortality from this disease among married women is associated to some extent with childbearing. This Table, 50 and 250 cases are shown in italics, and those based on less than 50 cases are omitted. Other figures are therefore fairly reliable. In the two decades 55-64 and 65-74, the proportion of childless married women was very much lower among those dying from diabetes than among those dying from any other cause specified, or from all causes. Repeated adjustments to metabolism of the mother -demanded by successive pregnancies presumably have some adverse influence on the ability of her pancreas or liver to function efficiently.
On the whole, however, marriage appears to be a healthy occupation, since married women-suffer a higher mortality than single women and men from only two diseases-diabetes and cancer of the uterus. With the exception of appendicitis, every disease which causes a higher mortality among men than among women also causes a higher mortality among single women than among those who are married. Since any agency traceable to the X-chromosome complement is certainly unaltered by,marriage, occupation must play no little part in determining a differential risk of these diseases to men and women. Reliable statistics with respect to the incidence of disease, when they become available, can throw more light on this problem by providing a means of assessing (a) the contributions of morbidity and fatality to differential mortality, (b) existing differentials between men, single women, and married women with respect to diseases which are rarely fatal.
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